Women are sexually assaulted at an alarming rate, and the workplace is a frequent arena for assault. However, in recent decades, attention has been given to improving responses to sexual assault. Sexual assault is a frequent cause of injury and death for women in the United States. One in five American women admit they have experienced a completed rape during their lifetime. These estimates are conservative because sexual assault and sexual violence are both underreported and underprosecuted. Fear of job loss and discrimination are frequent reasons women do not report sexual assault in the workplace. Women are entering the workplace in greater numbers due in part to more single parent families and the depressed economy. Also, women are entering work environments that have traditionally been the domain of male workers : corporate headquarters, semi trucks, health care providers' offices, rural farms, and rural factories. Employers must have a plan to protect female employees and effectively address any incidents of sexual assault or violence. Occupational health nurses and nurse practitioners can assist both employees and employers to prevent sexual assault and resolve the aftermath of sexual assault. However, to accomplish this goal, occupational health nurses and nurse practitioners must be trained in sexual assault and violence response as well as preventive interventions.
the workplace. Women are entering the workplace in greater numbers due in part to more single parent families and the depressed economy. Also, women are entering work environments that have traditionally been the domain of male workers : corporate headquarters, semi trucks, health care providers' offices, rural farms, and rural factories. Employers must have a plan to protect female employees and effectively address any incidents of sexual assault or violence. Occupational health nurses and nurse practitioners can assist both employees and employers to prevent sexual assault and resolve the aftermath of sexual assault. However, to accomplish this goal, occupational health nurses and nurse practitioners must be trained in sexual assault and violence response as well as preventive interventions. W orkplace sexual assault and violence have been recognized as public health problems since the 1970s (Campbell & Wasco, 2005; Du Mont & Parnis, 2003; Zweig & Burt, 2006) . Sexual assault is one of the most frequent causes of injury and death for Ameri -Although health care providers have opportunities to attend sexual assault programs and training, some worksites have only limited access to trained sexual assault providers (Ferguson, 2006; Martin et aI., 2009) . Screening by occupational health nurses and nurse practitioners for sexual assault and violence among employees can protect victims and limit employers' risk of litigation for damages (Ferguson, 2006; Gunter, 2007; Patterson, 2009) .
Workplace violence and sexual assaults are particularly concerning to employers and the general public (Clements, DeRanieri, Clark, Manno, & Kuhn, 2005) , and a lack of trained sexual assault providers compounds the fear and anxiety when such events occur. Trained sexual assault providers not only give assistance to the assault victim, they also provide emotional support and education to those in the workplace who must also cope with the event.
Sexual assault is an act of power and control and includes a wide range of abusive acts (McGregor et aI., 2009) . For the purposes of this article, sexual assault is defined as "the intentional sexual contact of a person without that person's consent, or while placing that person under physical threat, abuse of authority, or force" (Ferguson, 2006, p. 486) . Rape, from the Latin word "rapere," means to seize (MedicineNet.com, n.d.) . Most of the nascent literature defines rape as the non-consensual penetration of the vagina, rectum, or mouth by a penis or any object (Welch & Mason, 2007) . In all 50 states, rape is a felony (Campbell, 2008) . For the purpose of this article, rape is included under the umbrella term "sexual assault" as stated above. Occupational health nurses and nurse practitioners should be aware of their state and local laws to provide the most effective interventions and evidence collection for victims, their families, and their employers.
EFFECTS OF SEXUAL ASSAULT
The impact of sexual assault is complicated and may result in workers' experiencing both physical and mental long-term health problems (Ahrens & Campbell, 2000; Luce, Gilchrist, & Schrager, 2010; Stein et aI., 2004; Ullman, 1999; Welch & Mason, 2007) . After sexual assault, anxiety, fear, depression, self-destructive behavior, somatic symptoms, headache, gynecologic complaints, post-traumatic stress disorder (PTSD) or rape trauma syndrome, pregnancy, sexually transmitted infections, increased use of drugs or alcohol, irritable bowel syndrome, fatigue, and fibromyalgia may occur (Ahrens & Campbell, 2000; Luce et aI., 2010; Tavara, 2006) . Sexual assault effects also include increased use of the health care system as available to the victim, which usually means emergency departments and primary care offices (Grossin et aI., 2003; Luce et aI., 2010) .
The complex issues of post-assault illnesses and needed referrals are frequently overlooked by all providers, whether in emergency departments or primary care practices (Luce et aI., 2010; Toohey, 2008) . Overlooking referrals is especially common in rural areas, where a paucity of trained sexual assault examiners exists. When sexual assault occurs in the workplace, the occupational health nurse is invaluable to both the victim and the employer in providing immediate care and referrals. Furthermore, sexual assault survivors may not seek immediate attention, even if they are severely injured (Tjaden & Thonnes, 1998) . Encouraging employees to seek immediate treatment can preserve forensic evidence and reduce the number and types of infections victims may contract. Providers should understand the need for time-sensitive treatment of victims when delivering sexual assault treatment and providing care (Campbell, 2008; Resnick et aI., 2000) . After a sexual assault, early treatment and monitoring can reduce the number of emergency department and primary care visits which have been reported to be as high as 6 visits in 6 months (Btoush, Campbell, & Gebbie, 2009; Stein et aI., 2004) .
Sexual assault seizes all aspects of the victim's life and is one of the most severe traumas an individual can endure (Campbell, Dworkin, & Cabral, 2009) . Family members and friends can provide social support and assist the victim in recovery from sexual assault (Ullman, 1999) . However, family and friends are affected by the sexual assault as well (Smith, 2005) , and social reactions can be both positive and negative for victims (Banyard, Moynihan, Walsh, Cohn, & Ward, 2010) . Ullman, Filipas, Townsend, and Starzynski (2007) found that negative social reactions after a sexual assault is revealed have been related to more severe PTSD. Negative reactions from others can also cause victims to silence the event because they feel shame, fear, guilt, and embarrassment (Ahrens, 2006; Filipas & Ullman, 2001 ). These negative reactions contribute to frequent emergency department and primary care visits. Positive social reactions can help sexual assault victims constructively cope in the aftermath of the experience (Ullman, 1999) . Sexual assault nurse examiners (SANE) and occupational health nurses can be instrumental in educating other employees to be supportive in their responses to victims of sexual assault and violence.
PERPETRATORS AND VICTIMS OF SEXUAL ASSAULT
Who are the perpetrators of sexual assault, and how do they approach their victims? Although most perpetrators of sexual assault are known to their victims (Bouffard, 2000; Craissati, 2005; Jones, Wynn, Kroeze, Dunnuck, & Rossman, 2004) , most reported cases of rape are assaults by strangers (Feldhouse, Houry, & Kaminsky, 2000) . Because of the underreporting of sexual assaults by known perpetrators, the abuses may continue for a period of time. Perpetrators may exhibit personality traits such as emotional shallowness, narcissistic lack of empathy, impulsive and overly aggressive behaviors, and absence of interpersonal intimacies (Chesire, 2004; Craissati, 2005; Groth, 1979) . According to researchers, a causal relationship exists among sensory organs, motor functions, place in space, and cognitive functioning (Garrett, 2010; Ward & Casey, 2010) . When males are mistreated and abused in childhood, they develop distorted self-concepts and cognitions (Craissati, Webb, & Keen, 2008; Garrett, 2010; Ward & Casey, 2010) . Distorted cognitions related to women and distorted self-concepts are risk factors for sexual assault (Garrett, 2010; Ward & Casey, 2010) .
Perpetrator approaches include "the con," "the blitz," and "the surprise." The perpetrator who uses the con will approach the victim openly, use effective social skills, offer assistance, and then exhibit a dramatic change in behavior. The blitz is immediate, with the perpetrator using direct physical force to overpower the victim. He generally has poor social skills with women and may even express open hostility toward them. This perpetrator will use gags, blindfolds, binding materials, chemicals, or gases. When using the surprise approach, the perpetrator waits to trap the victim by suddenly appearing and surprising her. In this approach, the perpetrator lacks sufficient confidence to approach the woman directly (SANE Education Project, 2003) .
Who are the victims of sexual assault? Because sexual assault is an opportunistic crime, the victim is in no way responsible for the crime (Sisco, Becker, & Beck, 2008) . However, some women's characteristics place them at higher risk of being sexually assaulted, including younger age, childhood sexual or physical abuse, substance abuse, poverty or homelessness, intimate partner violence, pregnancy, and disability (Grossin et aI., 2003; Gunter, 2007; McCall-Hosenfeld, Freund, & Liebschutz, 2009; Tavara, 2006; Toohey, 2008) . Additionally, occupational groups more frequently targeted are health care providers, community service workers, police and criminal justice employees, educators, and social service workers. Lone workers in community settings and off-site workers are also at risk (Beech & Leather, 2006; Mayhew & Chappell, 2007) . Grossin et al. (2003) report that 66% of sexual assault victims in their study reported they had been previously threatened by the perpetrator. Also, research suggests that victim characteristics (i.e., age, race, and behavior at the time of the assault), perceived credibility, and whether alcohol or other substances were involved partly determined whether the case was prosecuted (Campbell, Patterson, et aI., 2009; Spohn, 2008) .
Sexual assault prosecution in the past has not been completely dependent on the evidence linking the perpetrator to the crime, but rather influenced by other factors that outweigh the legal system's response to sexual assault (Campbell, 2008; Spohn, 2008) . Stranger assaults are more likely to be investigated than known or intimate perpetrator assaults (Campbell, 2008; Russell, 1990; Spohn, 2008) . Victims who use alcohol and other substances are less likely to have their cases prosecuted (Spohn, Beichner, & Davis-Frenzel, 2001; Spohn & Holleran, 200 I) . Because of these disparities in prosecution, reform efforts, such as interventions by SANE, have been used to modify local practices (Campbell, 2008; Campbell, Patterson, & Lichty, 2005) .
SANE are nurses, nurse practitioners, physician assistants, and physicians who have special training in sexual assault interviewing, examination, evidence collection, and referral (Ferguson, 2006; McConkey, Sole, & Holcomb, 2001) . SANE training for the occupational health nurse and nurse practitioner can dramatically improve the quality of care, collection of evidence, and sub-AAOHN JOURNAL· VOL. 59, NO.1, 2011 sequent monitoring of victims of sexual assault (Canaff, 2009; Ferguson, 2006; Patel, Panchal, Piotrowski, & Patel, 2008) . For the occupational health nurse or nurse practitioner, this training can result in properly caring for victims and effectively protecting employers from untoward damages due to assaults and inappropriate care in the community. Sexual assaults that receive inappropriate care both in the workplace and in the community can have disastrous consequences for both employers and victims. SANE education and training for the occupational health nurse or nurse practitioner ensures proper care for victims and protection of employers. Practitioner awareness of sexual assault resources is absolutely necessary. If no rape crisis centers or mental health counselors who specialize in sexual assault are easily accessible, occupational health nurses or nurse practitioners may be the first and only contact for victims until distant referrals can be made. The occupational health nurse and the nurse practitioner can meet the victim in a non-intimidating environment and the victim can develop relationships with them over time (Luce et aI., 2010) .
TREATMENT
The post-assault needs of sexual assault victims include comfort and care and evaluation and treatment of injuries. The occupational health nurse practitioner should be prepared to perform a competent forensic examination and expert evidence collection, screening for sexually transmitted diseases, pregnancy prevention, and psychosocial support (Canaff, 2009; Luce et aI., 2010; Toohey, 2008; Welch & Mason, 2007) . A woman's psychological coping mechanisms are overwhelmed immediately after the assault and she is in crisis. If possible, care should be coordinated with law enforcement, hospital staff, and available support systems.
When the woman presents, the occupational health nurse or nurse practitioner should remember first and foremost to praise the victim for surviving. Praising the victim begins the coping process. The victim may feel shame and embarrassment, especially if she succumbed to her assailant. Praise for surviving lets her know that regardless of how she reacted to the situation, she is to be commended for surviving the assault. It is never the victim's fault that she was assaulted. However, words are powerful and the practitioner should never use the words "survivor" or "victim" when comforting the employee (Canaff, 2009) .
The practitioner should view the victim first and foremost as a client. The victim should be provided privacy and respect by a practitioner who provides emotional, psychological, and empathetic support (Tavara, 2006) . Written consent should be obtained from the employee, understanding that she will give consent at each stage of the examination and can stop the examination at any time. Consent gives the employee a sense of control and begins the coping process.
Evaluation and Treatment of Injuries
Once consent has been obtained, the practitioner will take a history that documents the employee's exact words. More than one professional should attend to the client,
Elements of the Sexual Assault Physical Examination and Evidence Collection
General appearance and vital signs Whole-body physical examination for signs of trauma. Note any abrasions, lacerations, bite marks, scratches, and ecchymoses. Photography may be used. Remember to use a reference item in pictures.
a. Examine the face, head, and scalp. Be sure to examine ears.
b. Examine the neck, nape, underarms, inner aspects of arms, trunk, and breasts.
c. With the victim in a reclined position, examine the abdomen.
d. Examine the inner aspects of thighs and legs.
e. Examine the buttocks.
1. Examine the genitals and anal area, including perineum.
g. Perform a speculum examination of the vaginal canal and digital exploration.
h. Examine the rectum. Proctoscopy may be necessary.
X-rays, ultrasound, and computed tomography may be necessary, depending on severity of injuries.
Collect samples by combing pubic hair, cleaning under nails, drawing blood, gathering semen from any orifice penetrated, and collecting clothing.
Note. Data from Campbell et al. (2006); McConkey et al. (2001); McGregor et al. (2009); and Tavara (2006) . and a support person should be with her at all times. When documenting the history, the practitioner should not use words such as "rape" or "sexual assault," but should instead use phrases such as "alleged sexual assault." The history should include time, types of alleged sexual assaults, the number of perpetrators and their involvement, and any other factors that could be significant. For example, if the woman reports that she cannot remember the event but she thinks she was sexually assaulted, drugfacilitated sexual assault should be considered. Alcohol is the primary drug associated with sexual assault but rarely causes complete amnesia. The practitioner, in this case, should collect drug toxicology for chloral hydrate, gamma hydroxybutyrate, ketamine, and benzodiazepines (i.e., flunitrazepam). Common date-rape drugs remain in the urine up to 72 hours after ingestion (Luce et al., 2010; Sugar, Fine, & Eckert, 2004; Tavara, 2006) .
Physical Examination and Collection of Evidence
If the woman has suffered life-threatening or severe injuries, treating the injuries must take priority. Victims who have been brutally assaulted with penis or foreign objects should be examined under anesthesia in a trauma facility where operative repair and reconstruction is available (Welch & Mason, 2007) . However, care should always be guided by the woman's wishes (Welch & Mason, 2007) . Usually, injuries are minor, with non-genital injuries being the more common (Sugar et al., 2004) . Nonetheless, the SANE must also preserve the evidence at all times. Photography and body diagrams should be used to record injuries. The physical examination and evidence collection should be completed within 72 hours of the sexual assault if possible, but no definitive deadline for collecting a rape kit after sexual assault has been defined (Luce et al., 20 I0) . Spermatozoa may live in the mouth for up to 31 hours without food or drink (Welch & Mason, 2007) and emesis may contain acid phosphatase, indicating that sperm are present, up to 48 hours (SANE Education Project, 2003) . A complete physical examination should be conducted including the elements mentioned in the Sidebar. Findings should be documented carefully. Collection of samples may be completed with the physical examination if no major trauma is identified. However, because evidence dissipates in vivo quickly, the practitioner may want to collect those samples before the complete forensic examination (Welch & Mason, 2007) .
The physical examination offers an opportunity to obtain evidence and treat injuries. A rape kit should be obtained from law enforcement to collect and preserve appropriate evidence. The rape kit includes instructions, check-off forms, and history and physical examination forms. These forms ensure that the appropriate evidence is collected and preserved (Luce et al., 2010) . Other items in a rape kit are two large paper sheets for the woman to stand on while removing clothing. The top sheet collects evidence that may fall off the body or clothing of the victim as she undresses. The bottom sheet prevents contamination of the top sheet. Clothing is dropped at the four comers of the sheet and rolled inward to ensure that the evidence is preserved. Panties put on right after the assault should be collected as well.
A disposable gown for the employee and paper bags for collection of evidence are also provided in the kit. Plastic bags degrade DNA and cannot be used to preserve evidence (SANE Education Project, 2003) . Envelopes with cotton-tipped swabs, comb, filter paper, and small cardboard boxes will be included in the kit as well. Swabs are used to collect evidence from orifices and under fingernails and should air dry before being placed in envelopes. The comb is used on pubic hair to remove any trace evidence, which is collected on filter paper. Cardboard boxes are used to transport red and purple-topped blood samples and other collected evidence (Luce et al., 2010) . The kit will also contain discharge instructions identifying available community resources, subsequent appointments, and telephone numbers for support contacts.
Each time an item of evidence is collected, it must be signed and initialed on evidence tape by the nurse using labels provided in the kit. Maintaining the chain of evidence is one of the most important aspects of the evidence collection and preservation process. Possession of evidence and collected samples must be documented at each step. Date, time, and names of individuals involved in the exchange must be documented. If the transferring of evidence from the sexual assault examiner to law enforcement is delayed, the evidence must be kept under lock and key and documented anytime a transfer of possession occurs. Should anyone have possession of the evidence and appropriate documentation not be logged, the evidence is compromised and may be eliminated from legal proceedings. Invalid evidence due to a breech in the chain of evidence is a grave injustice to the woman.
Screening and Prophylaxis
Part of the initial management of sexual assault is to prevent pregnancy and sexually transmitted infections. Many providers recommend preventive treatment for sexually transmitted infections because monitoring can be problematic (Centers for Disease Control and Prevention, 2006; Welch & Mason, 2007) . Sexually transmitted infections that should be considered include bacterial vaginosis, gonorrhea, chlamydia, trichomoniasis, syphilis, HIV, and hepatitis B. Chlamydia, gonorrhea, bacterial vaginosis, and trichomoniasis are the most commonly diagnosed infections among women who have been sexually assaulted. Pregnancy is another consideration; however, the risk of becoming pregnant after rape is only 5%, with adolescents at highest risk (Centers for Disease Control and Prevention, 2006; Welch & Mason, 2007) . Treatment regimens for prophylaxis after rape are presented in the Sidebar.
Prophylaxis for HIV should also be offered. Although the risk of contracting HIV is relatively low and prophylaxis has not been demonstrated to effectively prevent HIV, the intervention should be initiated immediately or within 24 hours (Luce et al., 2010; Tavara, 2006; Welch & Mason, 2007) . Some studies indicate that HIV acquisition following sexual assault can be reduced by 80% if postexposure prophylaxis is initiated within 24 hours. If treatment is begun after 72 hours post-assault, the treatment is unlikely to be beneficial (Fisher et aI., 2006) . When deciding whether to initiate postexposure prophylaxis, risk factors should be considered, including positive HIV status of the assailant, rape or assault within 72 hours, assailant ejaculation, anal rape, trauma or bleeding, and multiple assailants (Centers for Disease Control and Prevention, 2006; Luce et al., 2010; Welch & Mason, 2007) . The HIV status of the assailant is usually impossible to determine; however, the occupational health nurse's knowledge of local epidemiology can assist in determining the risk of HIV exposure for the employee.
Postexposure prophylaxis with zidovudine has been shown to reduce the risk of acquiring HIV among health care workers. However, two antiretrovirals and a protease inhibitor are most often recommended for postexposure prophylaxis (Sidebar) (Tavara, 2006) . In the event the SANE offers postexposure prophylaxis to the client, several factors should be discussed. The employee should be informed of the benefits and known toxicities of antiretroviral therapy, the close monitoring that will be re- Note. Data from McGregor et al. (2009); Patel et al. (2008) ; SANE Education Project (2003); and Tavara (2006) . "These treatments are effective up to 120 hours after assault to prevent pregnancy.
quired, the necessity of adherence to the recommended drug regimen, and the need for early initiation. It should be emphasized that postexposure prophylaxis is generally well tolerated. The full treatment regimen should be followed for the entire 28 days. Should the woman decide to take postexposure prophylaxis, an HIV specialist should be consulted. Postexposure prophylaxis assistance is available by calling the National Clinician's Post-Exposure Prophylaxis Hotline (PEPLine) (888-448-4911) (Centers for Disease Control and Prevention, 2006) . If postexposure prophylaxis is initiated, complete blood cell count and serum chemistry at baseline should be determined. However, postexposure prophylaxis should not be delayed until results are received (Centers for Disease Control and Prevention, 2006; Tavara, 2006) . X-rays, tomography, or ultrasound may be used if injuries require visualization or for further assessment of involved areas (Tavara, 2006) . Young women most often exhibit genital injuries. However, it is common for women to have bruises and broken bones from assailants grabbing their arms and shaking. Head injuries occur from beating and being physically thrown against a solid surface or down to the ground. These examinations can detect unseen injuries and foreign objects left in body orifices. Any foreign object removed from an orifice is evidence and should be treated as such.
Long-Term Care
Monitoring of rape victims is universally recommended; however, rates as low as 31% have been reported (Holmes, Resnick, & Frampton, 1998) . Subsequent examinations may detect new infections, and workers can complete hepatitis B immunizations. Subsequent visits are recommended at 1 week, 4 to 6 weeks, 3 months, and 6 months for those who may contract syphilis, HIV, or hepatitis B (Centers for Disease Control and Prevention, 2006; Luce et al., 2010) .
The first examination should focus on diagnosing new infections, determining if the woman is following prescribed treatment regimens, and ensuring that she does not resume sexual activity until the treatment regimen is completed (Tavara, 2006) . Long-term interventions by mental health professionals should be encouraged by the occupational health nurse at the initial examination and on subsequent visits. During the first few weeks after the sexual assault, strong emotional reactions and PTSD are most often felt by victims (Welch & Mason, 2007) . Other early sequelae may include anxiety, headaches, tearfulness, self-blame, self-questioning, guilt, disbelief, revulsion of physical touch, eating disorders, flashbacks, nightmares, hypervigilence, emotional numbing, and feelings of helplessness (Campbell, Dworkin, & Cabral, 2009; Luce et al., 2010; Welch & Mason, 2007) .
Possible long-term effects of rape and sexual assault are chronic pain, fatigue, fibromyalgia, irritable bowel syndrome, alcohol and drug abuse, depression, sleep disorders, anxiety, somatoform illnesses, PTSD, and sexual dysfunction (Campbell, 2008; Holmes, Resnick, & Frampton, 1998; Luce et al., 2010; Stein et al., 2004) . Without appropriate care, these conditions can become incapacitating and cause lost work time and family dysfunction. The occupational health nurse can assist victims to recognize that ongoing appointments with primary care and mental health professionals can prevent future physical, behavioral, and mental health problems. Although most women recover spontaneously from sexual assault, recognition and referral of significant psychopathology by the occupational health nurse is of utmost importance for the employee and the employer (Welch & Mason, 2007) . In the interim, if women experience significant anxiety, depression, nightmares, or flashbacks, it is well within the scope of practice for the occupational health nurse to treat them with antidepressants or shortterm hypnotics and anxiolytics (Luce et al., 2010; Welch & Mason, 2007) .
PREVENTION
Occupational health nurses and nurse practitioners should focus on primary prevention of sexual assault in their work environments. Primary prevention efforts can set parameters on behavior deemed sexual harassment in the workplace and offer mandatory programs to address the issue with employers and employees. Numerous sexual harassment training programs are currently available. Other preventive measures include transportation policies and procedures, community safety programs within the work environment, and crime prevention programs (Luce et al., 2010) . Transportation and escort procedures may include a buddy system or safety officer transport in parking facilities, especially if the worker is staying after regular work hours. Ensuring that all areas of the employment facility have adequate lighting is another way to ensure that an employee can arrive and leave the work perimeter safely. Discouraging employee congregation in areas where employees must pass to enter or leave the facility can prevent sexual harassment. The employer must support sexual harassment training and other preventive programs, as well as value sexual assault training for the occupational health nurse and nurse practitioner.
Causes of sexual violence in the workplace are complex and have roots in socialization, politics, and tolerance of sexual behaviors among employers (Luce et al., 2010) . Employers can be legally responsible for damages arising from sexual assault in the workplace if the employee can show that the work environment was unsafe or tolerated sexually inappropriate behaviors. Isolation of workers from fellow employees has been identified as a risk factor for workplace rape (Wassell, 2009 ). The occupational health nurse and nurse practitioner can be valuable assets to employers by identifying workplace hazards, implementing primary prevention programs, and providing secondary prevention to sexual assault survivors.
SUMMARY
Workplace sexual assault is a societal problem that may have significant consequences for both victims and their employers. Sexual assault is an opportunistic offense perpetrated by those who are more powerful than their victims and frequently occurs in locations that lack appropriate security. Although no occupation is immune from workplace sexual assault, identifying workplace security deficits and providing prevention programs are central to eliminating sexual assault in the workplace. Work environments where women have traditionally been excluded are at higher risk for workplace sexual assault and harassment (Hamed, Ormerod, Palmieri, Collinsworth, & Reed, 2002; Leiter, Frizzell, Harvie, & Churchill, 2001; Wassell, 2009 ). In these high-risk areas, boundaries must be identified and a "no tolerance" stance from employers and employees must be in place. Characteristics of the organization are predictors of sexual assault risk (Leiter et al., 2001) . Employers who fail to protect their employees AAOHN ]ournaI2011; 59(1),15-22.
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Workplace sexual assault and violence are well recognized public health problems and frequent causes of injury and death for American women.
3
Screening for sexual assault and violence among employees by occupational health care providers can protect victims and limit employer risks of litigation.
Many workplaces have limited access to providers trained to care for individuals after sexual assault and violence. 2 may be libel for damages. Identifying organizational risks and behavioral boundaries is within the scope of occupational health nurse and nurse practitioner practice.
Occupational health nurses and nurse practitioners are in key positions to educate employers and implement and evaluate primary prevention activities in the workplace. The occupational health nurse and nurse practitioner should be trained as SANE to deliver secondary prevention to workers who have experienced sexual assault. Sexual assault victims need a caring advocate who will give professional care, collect evidence appropriately, maintain the chain of evidence, provide support, and allow them to control their care because these women are less likely than nonvictims to enter into legal proceedings against their employers. However, sexual assault training for the occupational health nurse and nurse practitioner can also assist the employee to prosecute the assailant of the sexual assault by documenting the incident in a clear, concise, and legible manner, collecting evidence appropriately, maintaining the chain of evidence, and serving as an expert witness in the courtroom. Once training is completed, SANE must maintain their expertise in conducting examinations and initiating treatment such as emergency contraception, treatment of sexually transmitted infections, and updated methods of evidence collection. They must also be familiar with local referral agencies (Ferguson, 2006) . SANE programs are not widely available (Patel et aI., 2008) , leaving many sexual assault victims to providers who are not trained to care for them, collect evidence, maintain the chain of evidence, or provide expert testimony. With the prevalence of sexual assault in the workplace, it is imperative that occupational health nurses and nurse practitioners have specialized training and remain current.
